Background {#Sec1}
==========

Emergency room (ER) use is increasing in several countries \[[@CR1], [@CR2]\]. An important factor contributing to the increased use is that of consultations for non-urgent medical problems that could have been handled more appropriately by ordinary primary health-care services \[[@CR3]\]. An international literature review reports considerable variability in the proportion of non-urgent ER visits with values ranging from 5 to 90 %, with a median of 32 % \[[@CR4]\]. Non-urgent ER consultations are considered an inappropriate and inefficient use of the health-care system because they may lead to higher expenses, crowding, and treatment delays for severely ill patients \[[@CR2], [@CR5]\]. Studies report that immigrants tend to use ERs and out-of-hours services for non-urgent reasons \[[@CR6]--[@CR9]\]. Not only do patients using the emergency health-care facilities for non-urgent medical problems create a burden on the emergency health-care services, they may also lose the continuity of health care provided by a regular general practitioner (RGP) \[[@CR10]--[@CR12]\].

In most rural parts of Norway, RGPs handle the primary emergency care needs of patients during the daytime and participate in out-of-hours emergency primary health-care services. In Oslo, patients may find it convenient to use the general emergency clinic, which is part of the larger Oslo Accident and Emergency Outpatient Clinic (OAEOC), and easily accessed 24 h a day, seven days a week. The OAEOC is divided into a general emergency clinic and a trauma clinic, and acts as a gatekeeper to secondary care through a process of referral.

Health status and socio-economic status are important factors influencing the rates of ER use by patients with non-urgent reasons for consultations \[[@CR13]\]. Adults and caregivers may seek ER care more often for mild acute illnesses considered as non-urgent because of poor health literacy skills \[[@CR14], [@CR15]\]. Cultural differences according to health understanding, poor knowledge about the health-care system, and an inability to make appointments by telephone because of limited language skills, constitute barriers to accessing primary care \[[@CR7], [@CR16]\]. Illegal immigrant status may contribute to the increased use of ER services. In Norway, citizens who are registered in the National Population Register and asylum seekers including their families are entitled to register with a RGP \[[@CR17]\]. Most immigrants in Oslo are registered or asylum seekers and they have a legal right to choose to attend either their RGP during office hour or the emergency clinic when in need for an immediate consultation. A RGP is a general practitioner who has entered into an agreement with the local authorities to act as a primary health-care provider for those citizens who are registered on their list. Undocumented immigrants, rejected asylum seekers, and short-term labour immigrants fall outside the RGP system, but they have the right to receive emergency health care. For them the emergency clinic may be the only relevant source of health care service to attend.

The purpose of the study was to provide data about how patients and doctors assess the urgency level of the emergency encounter to better understand the reasons for emergency clinic utilization. This knowledge may provide potential useful policy implications in way of developing educational intervention programs to increase health literacy and to secure equity health care service for specific vulnerable groups. The primary aim of this study was to explore how patients and their doctors perceived the level of urgency for obtaining medical assistance and to determine the concordance between their assessments in the diverse population of walk-in patients attending a general emergency outpatient clinic in Oslo, Norway. The secondary aim was to explore whether there were any differences in the assessments of the level of urgency by Norwegians, immigrants, and subgroups of immigrants based on their region of origin. Finally, we explored whether there were any associations between the level of urgency for the consultation as perceived by patients and the result of the consultation.

Methods {#Sec2}
=======

Setting and study design {#Sec3}
------------------------

The present study is based on data obtained from a survey conducted by means of a questionnaire distributed to walk-in patients at the general emergency clinic at the OAEOC during two weeks in September 2009. The general emergency clinic is operated by the Municipality of Oslo. In 2009, the clinic handled approximately 80,000 emergency contacts. Immigrants and Norwegian-born citizens with immigrant parents comprised 42 % of the emergency walk-in contacts \[[@CR18]\].

The general emergency clinic directly handles patients in need of emergency health care, without referrals. Patients arrive either alone or together with their relatives (walk-in patients), or are brought in by emergency services (ambulance, police, and emergency outreach teams). At the clinic, the walk-in patients are seen by a specialist nurse for registration and triage before waiting for their turn to be seen by a doctor. Patients brought in by emergency services enter the general emergency clinic via a separate entrance, and they are treated according to the level of urgency of their condition.

Patients were registered for the study on a 24-h basis. After triage, all walk-in patients were invited to participate in the study. They were then asked to answer a 15-item questionnaire while in the waiting room. Patients not able to sit in the waiting room were offered a bed in an examination room were they filled in the questionnaire, either themselves or together with a relative or guardian. The questionnaire included items related to their country of birth, age, gender, the countries of their parents' birth, and their assessment of the urgency level for their visit (see Additional file [1](#MOESM1){ref-type="media"}). Children younger than 16 years and elderly patients were assisted by relatives or on-site health-care personnel when answering the questions. The questionnaire consisted of two parts: one for the patient and one for the doctor. The patients returned their completed part of the questionnaire to the doctor, who completed the appropriate part at the end of the consultation. The doctors registered the time of day and their objective assessment of the level of urgency for the consultation.

To accommodate the multiple nationalities of the patients, the questionnaire and attached information sheets were available in seven languages: Norwegian, English, Polish, Somali, Sorani (Kurdish), Farsi (Persian), and Urdu. The Municipal Interpreting and Translation Service of Oslo was consulted regarding the languages selected, and prepared the translations of the original questionnaire. Each language edition was examined and proofread by an independent translator, who then compared it to the original text in Norwegian. Inconsistencies were resolved in consultation with the translators.

Inclusion {#Sec4}
---------

Walk-in patients of all ages except patients attending scheduled return visits were included. Patients brought in by emergency services or who were intoxicated or having an acute psychiatric episode were considered not eligible for inclusion. The included patients were categorized by their immigration status and country of birth, according to the criteria and the definitions provided by Statistics Norway \[[@CR19]\]. Patients were defined as being of non-Norwegian origin if they and both of their parents were born abroad (first-generation immigrants) or if they were born in Norway, but both parents were born abroad (second-generation immigrants). Other constellations were classified as Norwegians. Patients were divided into groups of region of origin based on their birth country, or their mother's country of birth if the patient was born in Norway.

Analyses {#Sec5}
--------

The patient and the doctor categorized the urgency level related to their encounter according to three pre-defined levels. I: 'very urgent. I/(The patient) must have help within an hour or sooner', II: 'fairly urgent. I/(The patient) must have help within a few hours', and III: 'Not so urgent. I/(The patient) could perhaps have waited until tomorrow'. Descriptive statistics and a Z-proportion test were used to obtain frequencies with 95 % confidence intervals for nominal and ordinal categorical variables. To explore the difference in how patients perceived the level of urgency in light of the doctors' overall evaluation, we estimated the agreement (concordance) between their assessments using a Kendall tau-b correlation coefficient. We used binary logistic regression modelling to quantify associations of explanatory variables and outcomes according to the urgency level assessments. The dependent variable assessments by both patients and doctors was dichotomized into 'immediate' (categories I and II) and 'non-urgent' (category III). The independent variable was region of origin, adjusted for gender, age, self-reported RGP status, and time of consultation. Data were analysed using IBM SPSS Statistics for Windows (version 22.0) and Stata (version 13.3). Statistical significance was set at 5 % (*p* \< 0.05).

Results {#Sec6}
=======

Of the 3225 patients who attended the general emergency clinic during the registration period, 525 were admitted by emergency services (ambulance, police, and emergency outreach teams), and therefore not included as walk-in patients. Because of practical constraints such as crowding and time limitations at the emergency department, 472 (15 %) were lost to evaluation for inclusion by triage nurses (Fig. [1](#Fig1){ref-type="fig"}). Of the 2226 patients included, 1821 (82 %) returned a complete questionnaire that included their country background; 376 left before consultation with the doctor probably because of long waiting times (sometimes 2--6 h), or forgot to hand in the questionnaire during the consultation. Due to missed information regarding the patient's country of origin, 29 were rejected from the data-analysis. Immigrants constituted 42 % of the study sample (Table [1](#Tab1){ref-type="table"}). Patients with an immigrant background represented 71 nationalities. Among those, 78 % preferred the Norwegian language version of the questionnaire, 11 % the English version, 5 % Polish, 4 % Somali, 1 % Urdu, 1 % Farsi (Persian), and 0.3 % Sorani (Kurdish). Fifty-eight per cent of the Norwegian patients were female and 51 % of the immigrants were female. The mean age of the patients was 29.1 years for Norwegians and 26.5 years for immigrants (Table [1](#Tab1){ref-type="table"}). There was a significant difference in the proportion of patients who reported being registered with the RGP scheme between Norwegians (96 %) and immigrants (77 %). Approximately 50 % of the patients attended the emergency outpatient clinic during normal office hours (08:00 a.m. -- 03:59 p.m.). There was no significant difference in the time of consultation between Norwegians and immigrants.Fig. 1Flow chart of participant inclusion in the studyTable 1Characteristics of the patients at the general emergency clinic (*n* = 1821)NorwegiansImmigrants^a^*n*%95 % CI*n*%95 % CINumber of patients105357.8(55.5--60.0)76842.2(39.4--43.9)Region of origin (immigrants^a^)Nordic countries1317.2(6.1--8.5)Western Europe, North America, and Oceania512.8(2.1--3.7)Eastern Europe1216.6(5.6--7.9)Asia including Turkey25914.212.7--15.9)Africa1799.8(8.5--11.3)Latin America271.5(1.0--2.2)GenderFemale60958.3(55.3--61.3)38651.2(47.6--54.8)Male43541.7(38.7--44.7)36848.8(45.3--52.4)Mean age, years (min--max)29.1 (0--88)26.5 (0--82)Self-reported RGP statusRegistered100895.7(94.3--96.8)57876.6(73.4--79.4)Not registered323.0(2.2--4.3)16521.9(19.1--24.9)Do not know131.2(0.7--2.1)121.6(0.9--2.8)Time of consultation08:00 a.m. -- 03:59 p.m.44350.1(46.8--53.4)34551.7(47.9--55.5)04:00 p.m. -- 10:59 p.m.34639.1(36.0--42.4)27240.8(37.1--44.6)11:00 p.m. -- 07:59 a.m.9510.7(8.9--13.0)507.5(5.7--9.8)^a^Including both first- and second-generation immigrants

Figure [2](#Fig2){ref-type="fig"} shows the assessments by patients and their doctors of the urgency level for their consultation. The perception of urgency levels by patients were subjective assessments experienced on admission (pre-consultation), while the assessments by doctors were objectively based on information at discharge (post-consultation). Twenty-seven per cent of patients considered that they needed attention within an hour, while 2 % of the doctors evaluated the level of urgency similarly. Twenty-four per cent of patients considered the reason for the consultation to be non-urgent, while the doctors considered 64 % of the walk-in patients to be presenting non-urgent health-care enquiries. The concordance between the assessments by the patients and their doctors was in general positive, but low, with a Kendall tau-b coefficient = 0.202 (*p* \< 0.001).Fig. 2Assessments of how patients and doctors estimate the level of urgency for their consultation (95 % CI)

Table [2](#Tab2){ref-type="table"} shows the assessments by patients and doctors of the urgency level, and the concordance between their assessments. The proportion of patients perceiving the urgency level as the need to obtain assistance within 'less than one hour' was highest among Africans (55 %), Eastern Europeans (50 %), and those from Asia and Turkey (46 %). Among Norwegians and patients from the Nordic countries, the proportion of patients assessing a high level of urgency was lower, at 18 and 16 %, respectively. Almost 40 % of the Nordic patients evaluated their level of urgency as non-urgent. The agreement between the assessment by patients and doctors of the level of urgency for health care was in general positive, but low. The highest concordance was found for Norwegians with a Kendall tau-b coefficient = 0.296 (*p* \< 0.001). Sub analysis of the concordance of assessments for consultation results found a Kendall tau-b score = 0.143 (*p* \< 0.001) for patients whom received their treatment on site, 0.145 (*p* = 0.029) for patients admitted to hospital/decision unit or referred to specialist, and 0.185 (*p* = 0.008) for those referred for follow-up by their RGP (see Additional file [2](#MOESM2){ref-type="media"}).Table 2Patients' and doctors' assessments of urgency level for the consultation and agreement between their assessmentsNordic countriesWestern Europe, North America, OceaniaEastern EuropeAsia including TurkeyAfricaLatin AmericaNorwegiansImmigrants^a^*n* = 867*n* = 620*n* = 118*n* = 38*n* = 101*n* = 196*n* = 145*n* = 22%%%%%%%%Assessment by patients of urgency levelLess than one hour17.540.216.123.748.543.454.536.4Within a few hours54.043.244.147.439.646.938.645.5Non-urgent28.516.639.828.911.99.76.918.2Assessment by doctors of urgency levelLess than one hour1.61.90.85.32.02.01.44.5Within a few hours36.829.728.031.629.735.721.436.4Non-urgent61.668.471.263.268.362.277.259.1Agreement using a Kendall tau-b coefficient0.296\*\*0.129\*\*0.222\*−0.1200.1270.195\*0.0900.196^a^Including both first- and second-generation immigrants, \*\**p* \< 0.05, \*\* *p* \< 0.001Missing pair of observations: Total; *n* = 334 (18.3 %)

Table [3](#Tab3){ref-type="table"} shows the results of the binary logistic regression analysis of patients' and doctors' assessments of the urgency level, both unadjusted and adjusted for gender, age, self-reported RGP status, and time of consultation. Adjusted analysis showed that patients from Eastern Europe, odds ratio (OR) = 3.04 (95 % CI 1.60--5.78), Asia and Turkey OR = 4.08 (95 % CI 2.43--6.84), and Africa OR = 8.47 (95 % CI 3.87--18.5), all reported a significantly higher perception of the urgency level compared with Norwegians. The doctors reported no significant difference in their assessment of the urgency based on the region of origin of the patients, except for assessing a lower urgency level for Africans with an OR = 0.64 (95 % CI 0.43--0.96) compared to Norwegians. Both patients and doctors reported significantly higher levels of urgency for patients attending the emergency clinic during the night. Assessment by both patients and doctors showed that the age of the patient contributed to the assessment of a significantly higher level of urgency, while gender and RGP registration status did not significantly influence the assessments of urgency. Analysis with a proxy variable of occupational status as an indicator for socioeconomic status, made no significant changes to the associations for assessments of urgency level based on the patients' region of origin (see Additional file [3](#MOESM3){ref-type="media"}).Table 3Logistic regression analysis of patients' and doctors' assessment of urgency level (dependent variable: 'immediate' versus 'non-urgent')Assessment by patientsAssessment by doctorsUnadjustedAdjustedUnadjustedAdjustedOR (95 % CI)OR (95 % CI)OR (95 % CI)OR (95 % CI)Country/region of originNorway1111Nordic countries0.66 (0.45--0.96)\*0.99 (0.60--1.64)0.64 (0.42--0.97)\*0.81 (0.50--1.32)Western Europe/North America and Oceania1.18 (0.62--2.25)1.16 (0.55--2.42)0.92 (0.47--1.81)1.06 (0.53--2.12)Eastern Europe3.18 (1.76--5.74)\*\*3.04 (1.60--5.78)\*\*0.76 (0.49--1.16)0.81 (0.51--1.30)Asia with Turkey3.68 (2.34--5.77)\*\*4.08 (2.43--6.84)\*\*1.04 (0.77--1.41)1.01 (0.73--1.39)Africa4.25 (2.42--7.47)\*\*8.47 (3.87--18.5)\*\*0.49 (0.33--0.72)\*\*0.64 (0.43--0.96)\*Latin America1.70 (0.64--4.55)1.82 (0.59--5.55)1.21 (0.53--2.80)1.09 (0.45--2.61)GenderFemale11Male1.14 (0.87--1.49)0.95 (0.76--1.19)Age (years)0--191120--390.91 (0.67--1.24)1.28 (0.97--1.68)40--592.28 (1.42--3.66)\*\*2.05 (1.46--2.88)\*\*≥602.73 (1.50--4.97)\*\*2.46 (1.61--3.76)\*\*Self-reported RGP statusRegistered11Not registered0.68 (0.43--1.07)0.86 (0.57--1.29)Time of consultation08:00 a.m. -- 03:59 p.m.1104:00 p.m. -- 10:59 p.m.1.03 (0.79--1.35)1.16 (0.92--1.46)11:00 p.m. -- 07:59 a.m.2.91 (1.61--5.27)\*\*2.35 (1.61--3.43)\*\**RGP* regular general practitionerNorwegians used as the reference group. OR (odds ratio)\*Significant result at the *p* \< 0.05 level, \*\* *p* \< 0.001

The majority of the patients (69 %) received their treatment on site, while 17 % were admitted to the hospital or referred to a specialist, and 13 % were referred for follow-up by their RGP (Fig. [3](#Fig3){ref-type="fig"}). In addition, 1 % of both Norwegian and immigrant patients were referred to other institutions: nursing homes, rehabilitation units, and social care units. There was no significant difference in the number of referrals between patients who considered that help was needed in 'less than one hour' and those that felt that it was needed 'within a few hours'. Among patients assessing their level of urgency as non-urgent, a significantly higher proportion of cases were handled on site, and fewer patients were referred to secondary care. There was no significant difference in referrals between Norwegians and immigrants as a group (Fig. [4](#Fig4){ref-type="fig"}). Distinguishing the patients according to their region of origin showed no significant differences in referrals compared with Norwegians, except for Africans where a lower proportion were admitted to secondary care: Africans 9 % (95 % CI 6--15), Norwegians 18 % (95 % CI 16--21), *p* \< 0.008 (see Additional file [4](#MOESM4){ref-type="media"}).Fig. 3Consultation results based on self-assessed level of urgency by patientsFig. 4Consultation results for Norwegians and immigrants

Discussion {#Sec7}
==========

Findings of the study {#Sec8}
---------------------

The present study demonstrates a discrepancy between assessments of the level of urgency by walk-in patients and doctors for consultations at a general emergency outpatient clinic. Almost two-thirds of the walk-in patients seen at the emergency clinic were assessed by doctors as presenting with a non-urgent medical problem that could have waited for medical attention until next day, while only about one-quarter of the patients shared this assessment of their consultation. Immigrants from Eastern Europe, Asia and Turkey, and Africa more often assessed a significantly higher level of urgency for their consultation compared with Norwegians. In the present study, we distinguished the assessment of the level of urgency based on the region of origin of the patients, which contributes to further knowledge about emergency health-care use and health-seeking behaviour in a diverse population of walk-in patients.

There is no agreed-upon international definition regarding non-urgent emergency health-care visits \[[@CR4]\]. In the present study, we defined a non-urgent reason for the consultation as one that could have waited for medical attention until the next day'. Studies have shown a consistent discrepancy in perspectives on urgency between health-care professionals and their patients \[[@CR20], [@CR21]\]. Assessments made by health-care professionals are mainly based on urgency of the medical problems, while assessments by patients are based on perceptions of medical factors, feelings (e.g., pain, anxiety), accessibility to health-care resources, and practical concerns surrounding the medical problem. In the present study, the perceptions of the level of urgency by patients were assessments experienced on admission to the emergency clinic (pre-consultation). The assessments by doctors were based on information given in the patient history, by clinical examination, and supplementary diagnostic tests before discharge (post-consultation). This may, at least partly, explain the low concordance between the assessments of level of urgency by patients and doctors in the present study. The patients and physicians may have had a higher degree of concordance if the assessments had been done at the same point in the evaluation. This was difficult to achieve due to preconditioned information received by the doctor before the encounter (i.e., laboratory tests, ECG or reports given by the nurses). Our results emphasize, however, that all groups of walk-in patients, including immigrants, subgroups of immigrants and natives, overestimate their urgency level correlated to the overall evaluation of the doctors. A somewhat surprising finding was that a substantial proportion of patients (11 %) admitted to hospital considered their urgency level to be "non-urgent", and that the doctors assessed 17 % of the patients admitted to have a "non-urgent" urgency level. An explanation for this finding could be that the emergency clinic in Oslo takes care of many people with low social support, i.e., drug addicted with no permanently place to stay and elderly with insufficient health care support at home. Even though the medical conditions are not urgent they are admitted to a hospital largely due to psychosocial problems.

From the perspective of the patients, they do not necessarily consider their medical problem to be urgent, but at the same time, they urgently wish to have a clarification of their medical problem. For them, in choosing between their RGP or attending an emergency health-care clinic, the general emergency clinic may be the most suitable place and the most efficient provider to fulfil their medical goals. The emergency care facility can deliver a full range of medical services, regardless of the presenting complaint, and it is accessible 24 h a day and seven days a week \[[@CR22]\]. These numerous advantages do not exist in RGP offices, where appointment availability can be sparse and opening hours restricted. One study reports that healthy young adults, who were mostly registered with a GP, used emergency services because of convenience and ease of access rather than dissatisfaction with their GP \[[@CR23]\]. Lack of permanent registration with the RGP scheme may force patients to use emergency care services for non-urgent medical problems \[[@CR8], [@CR24]\]. A study conducted at the OAEOC reported that 96 % of the Norwegians taking part stated that they were registered with a permanent GP versus 77 % in the immigrant population, with lowest registration rates among labour immigrants, particularly those from Sweden and Poland \[[@CR18]\].

Immigrants in the form of refugees and asylum seekers share a number of health risks before, during, and after they migrate \[[@CR25]\]. They may have different disease profiles from those of the population resident in the host country. Factors contributing to the assessment of a higher level of urgency may include different cultural understandings of health, negative evaluations of their own health status and illness, harmful health effects of perceived prejudice and discrimination ('minority stress'), and poor health condition in general \[[@CR26]--[@CR29]\]. The way immigrants navigate in a "foreign" land, with a new language, new laws and rules that are unfamiliar, as well as a new health care system, is important for acknowledging the reasons behind their assessments of urgency. Health status and socio-economic status are also important factors influencing the use of emergency services by patients with non-urgent requirements \[[@CR13]\]. Adults and caregivers may seek emergency care more often for mild acute illnesses considered non-urgent because of poor health literacy skills \[[@CR14]\]. For instance, a medical condition with fever and diarrhoea in an African context may indicate a potentially severe disease such as malaria or dysentery, but in Norway, these symptoms are more commonly caused by a relatively harmless viral gastroenteritis. Low health literacy has been associated with decreased use of preventive services, higher use of acute health-care services, poor health status, and worse health outcomes, including increased hospitalization rate and mortality \[[@CR15]\].

Findings related to previous research {#Sec9}
-------------------------------------

An international literature review shows considerable variability in the proportion of non-urgent ER visits, ranging from 5 to 90 %, with a median of 32 % \[[@CR4]\]. Another review reveals that the prevalence of inappropriate ER use varied from 20 to 40 % and was associated with age and income \[[@CR3]\]. In the present study, doctors assessed 64 % of the walk-in patients to have non-urgent reasons for their consultation at an emergency outpatient clinic. Durand et al. \[[@CR4]\] state that selection bias seems to occur in urgency studies because of the number of patients excluded. Authors have systematically excluded patients requiring immediate treatment and those with communication difficulties, resulting in a higher proportion of non-urgent ER visits than if calculated on the entire patient population visiting the ER. If we consider the patients in our study arriving by emergency services (ambulance, police, and emergency outreach teams) to have an appropriate and urgent health-care enquiry, the proportion of non-urgent enquiries is reduced to approximately 40 % for the entire patient population at the general emergency clinic. In the present study, 27 % of all patients assessed their need for help as being needed within 'less than one hour', varying from 18 % among Norwegians, 16--24 % of Western origin (Nordic countries, Western Europe, North America, and Oceania), 49 % of Eastern Europeans, and 36--55 % of patients with non-Western origin (Asia including Turkey, and Africa and Latin America). The same trend is reported in a study from an ER in Copenhagen, where patients of Danish origin (24 %), Western origin (27 %), Middle Eastern regions (63 %), and other non-Western origin (52 %) responded that they needed acute help (\<1 h) \[[@CR7]\]. An important finding of the present study is the low concordance of assessment of the level of urgency between patients and doctors. A study from a rural Australian Emergency Department found no correlation between patient perception of urgency and triage category \[[@CR30]\]. In Saudi Arabia, approximately two-thirds (65.3 %) of Canadian Triage and Acuity Scale (CTAS) V patients and one-third (31.8 %) of CTAS IV patients believed their condition was more urgent than their triage nurse rating \[[@CR31]\]. To our knowledge, there are no other studies analysing differences in concordance of assessments of level of urgency by walk-in patients and their doctors between various immigrant groups. However, a study from Italy reports that the consistency of level of urgency and priority made by nurses at entry and exit triage made by physicians was similar for all citizenship groups, with a Kendall tau coefficient of between 0.78 and 0.88 \[[@CR32]\].

Strengths and limitations {#Sec10}
-------------------------

To our knowledge, no other quantitative studies have analysed the concordance between the assessment of the urgency level for consultations by walk-in patients and by doctors at an emergency clinic. However, a semi-structured interview study has highlighted discrepancies between the perceptions of ER patients and those of health-care professionals \[[@CR21]\]. The response rate in our study (82 %) was high compared with similar studies \[[@CR7], [@CR24]\]. However, 472 (15 %) of the patients were lost for inclusion and registration by the triage nurses. To our knowledge, these patients were mostly emergency admissions brought in by emergency services, which were not included in any case. Because the aim of the present survey was to evaluate assessments of urgency by walk-in patients, we assumed that the included participants are representative of the entire patient population attending the general emergency outpatient clinic. The 376 persons who left before consultation may have been different from those who completed the survey. Probably these patients considered their urgency level less urgent since they decided to leave the emergency clinic before an examination by the doctor, or they might have managed to make an appointment with their RGP during the waiting time. This might introduce a bias in the distribution of urgency levels in our study in favour of more patients assessing the urgency level to be high.

Our data may seem a little outdated since the survey was conducted back in 2009. There have, however, not been any major changes in health care organization during this period. The proportion of immigrants resident in Oslo has increased from 27 to 33 % from 2009 to 2016, but we do not think this will have any major impact on the results in this study. A limitation of the study is the lack of good data for socioeconomic status such as educational level and household income. However, the model was analysed using occupational status as a proxy variable and indicator for socioeconomic status. This model made no significant changes to the associations for assessments of urgency level based on the patients' region of origin (see Additional file [3](#MOESM3){ref-type="media"}). Another limitation applies to the lack of a measure of co-morbidity. The level of co-morbidity could be relevant in interpreting the difference between the doctor\`s and patient's assessment of urgency in the model. We decided to include both first- and second-generation immigrants as one group in our analyses. As a result, we may have overlooked important differences between these two categories. However, because many second-generation immigrants are minors, the questionnaire was completed by their accompanying caregiver, and thus reflects the attitudes and perceived level of urgency on the part of the caregiver \[[@CR18]\]. It is possible that less-integrated immigrants were more unlikely to answer the questionnaire because of language barriers and illiteracy. Patients for whom a translated questionnaire was not available may have been excluded from the study. Nevertheless, patients presenting to the emergency clinic often arrive with a friend or family member to interpret for them, reflected by the high proportion of use of the Norwegian language version. A limitation of the study is that we were not able to evaluate differences in urgency assessments on country background because of the sample size. Immigrants from different countries in Africa and Asia are diverse, and cultural differences that we were unable to address will exist within these regions.

Relevance of the findings and suggestion for further research {#Sec11}
-------------------------------------------------------------

Our findings have implications for the organization of the primary health-care system in Norway. The consequences of increased utilization of emergency services by patients with non-urgent health-care enquiries decrease access for patients with genuine emergency cases, reduce the quality of care (prolonged waiting times, delayed diagnoses and treatments, delayed care of seriously ill patients), and lead to higher expenses for the health-care system \[[@CR2], [@CR3], [@CR5], [@CR21]\]. To establish continuity in health care, it is important that patients attend their RGP for non-urgent health problems. Thus, general initiatives should be taken to improve access to primary health-care services run by RGPs and to enable appointments to be made at short notice. Further initiatives must be taken to establish supplementary primary health-care centres for immigrants whom do not qualify for registration with the RGP scheme or to develop a system where each RGP is required to see a certain number of persons who would not otherwise qualify. Improving the health literacy skills in the population in general can potentially affect health-care-seeking behaviour and reduce non-urgent reasons for visits to emergency clinics. An interesting finding of the present study is the different assessment of the level of urgency between Norwegians and subgroups of immigrants. Further research is needed to explore the possible reasons for this difference.

Conclusion {#Sec12}
==========

This study reveals a discrepancy between how walk-in patients and doctors define the level of urgency of their encounters at a general emergency outpatient clinic. Approximately two-thirds of walk-in consultations were considered by doctors as non-urgent. The self-assessed perception of the level of urgency by patients was related to their region of origin.
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